improved with concurrent improvement in his sexual function (he was put on isocarboxazid when he went into a depressive phase), this example shows how one maladjustment may lead to another so that a given marriage may move to a substantially worse category. In fact this marriage subsequently fell apart.
The final, and worst category, is when there is total dissatisfaction with sexual functions and mutual roles. As the last example showed there is always the possibility of deterioration towards this state of affairs, and the possibility of marriage breakdown increases parallel to the score of minuses.
Case 7 Mrs H presented with symptoms of a peptic ulcer, which was indeed proved with a barium meal. She was in her middle 20s, and had been married about two years. Concurrent with medication for her ulcer I sought to understand her more, and soon uncovered the fact that the marriage was unconsummated, and this was distressing her greatly. Treatment along the lines described in the first example allowed the marriage to be consummated within two months, but at this juncture her husband was found to have premature ejaculation and she was unable to achieve orgasm. Mrs H encouraged him to seek treatment, apparently so fiercely that he withdrew and became involved with a motherly barmaid, and this was discovered by his wife. The primary expectations here seem to have involved a rather frigid woman whose resistance to penetration concealed the fact that her husband also had a sexual difficulty. While it appeared that it was she who was frustrating his manliness the role situation remained in balance, but when she overcame her difficulty sufficiently to allow consummation, he fled into the less threatening woman's arms. They did make it up for a time, but his wife continued to play the injured party, making treatment of his dysfunction very difficult, and this marriage also eventually broke down.
As a final example I will recount a somewhat bizarre case which runs up and down my poor classification like a yo-yo.
Case 8
Mrs L was a woman of 34 married to a man a year or two older. They had no children, and she had a very responsible job in the computer industry where she earned more than her husband who was in an insurance office. She first came complaining of what sounded like a urinary symptom, but on careful history-taking it occurred only when she removed her contraceptive diaphragm, and was a highly pleasurable sensation which seemed only describable in terms of a mini-orgasm. The context of this symptom was sexual frustration. Her husband had been very poteDt before marriage, and they had had a long engagement, but it had waned after marriage. He then came to see me, and it soon emerged that he was bisexual, though consciously he had turned his back on his homosexuality. In certain situations he could function quite well, but put in the position of a dominant male he was lost. If a fuse blew it was his wife who mended it, while on the other hand he was an excellent cook. A joint interview allowed them to see that they really did not mind their role reversal situation, it was only a feeling it was not 'proper' that had made them try and force themselves into something they were not. Incidentally, Mrs L had been previously married to a sadistic security guard. When they had taken my relaxed attitude that anything they wished to do mutually in the marriage was nobody else's business, they were able to settle down in harmony once more, with Mrs L even adopting a superior position in intercourse to their mutual satisfaction.
Conclusion
It would appear that the family doctor must always be sensitive to marriage troubles in any symptomatic situation and should try first to understand and then facilitate a new equilibrium involving mutual satisfaction with regard to sexuality and roles in the rest of married life.
Dr J Dominian (Central Middlesex Hospital, London NWIO)
Marital Pathology
The subject of marital pathology is full of contradictions. No doctor can be unaware of the vital impact of marriage on health and yet the words 'marital pathology' will not easily be found in any textbook, let alone be a subject which is taught to undergraduates or postgraduates.
Millions of consultations involve the contents of marital pathology and yet there does not exist the remotest framework of reference of what the subject is about or how to approach it. I shall not attempt to cover the whole subject, but will concentrate on a few important factors.
Marital Stress and Health
The best evidence relating marital stress with physical and emotional symptoms is, of course, our own experience. We all know that when the relationship between a couple experiences sus-Section ofGeneral Practice tained stress sooner or later this expresses itself in symptomsphysical, psychological or a combination of these. The physical can be expressed in familiar psychosomatic features such as fatigue, pain in the head, back or gastrointestinal system, disturbances of function in the respiratory system with an exacerbation of asthma, in the cardiovascular system with palpitations and vague pains over the heart, in the gastrointestinal system with nausea, diarrhoea, constipation, in the gynecological system with disturbances of menstruation, and dyspareunia, and disturbances of sleep. Psychological symptoms include mood changes such as depression, anxiety, irritation, increased tension with outbursts of temper and greater consumption of drink and smoking. Robert Chester (1971a) , a sociologist, found most of this in a study of the health of divorced women.
When the distress escalates further, suicidal attempts are not uncommon. The work of Kessel (1965) , Bagley & Greer (1971) and others shows clearly the intimate relationship between suicidal attempts and marital breakdown. Nor does the process of self-destruction cease at the attempt alone. Successful suicide is not rare. (1971, personal communication) for the West Sussex and Portsmouth area and also for England and Wales give some remarkable results. The suicide rate per 100 000 of the population which is 9.9 for the married becomes 47.9 for the divorced and 204.4 for those married but living apart, that is to say, whose current relationship has broken down and a new one not yet formed.
Figures computed by Dr B M Barraclough
If we combine these features with the impact on children, both short-term and long-term, on the unfolding personality we can see at once that persistent marital difficulties leading to separation and divorce constitute one of the major social pathologies of our age and join company with others of this category such as alcoholism, venereal disease, drug addiction, delinquency, promiscuity and sexual deviations.
All this would, of course, be true but of little social iinportance if the size of the problem were small, but is this true?
Size ofthe Problem
We have no absolute measures of marital breakdown. We know the number of petitions for dissolution in the courts. We do not know how many spouses leave home informally or stay together but have no conjugal life, the so-called 'empty shell' marriages. As far as petitions are concerned the numbers have certainly in-creased, taking the figures for England and Wales (Table 1) .
These figures indicate that after a drop in the post-war figures there has been a steady increase since 1959 which took an expected but massive jump in 1971 and so far shows no sign of decline.
At the 1970 figures some four and a half million adults will experience divorce during the remaining three decades of this century, which is more than twice the number of those with such experience in the previous hundred years (Chester 1972) . Current figures are, of course, much higher than those of 1970 and, indeed, if all forms of breakdown are considered, it is estimated by Chester that between one-sixth and one-quarter of contemporary marriages may ultimately experience failure through termination, separation or internal collapse (Chester 1971b) . With these predictions and their implications for society, I have suggested in a recent paper that marital pathology is the single most important process responsible for social pathology in the world today (Dominian 1972).
Social Findings
Given this data the next logical question is what do we know about the factors that contribute to this situation? It would take me a long way off the immediate subject of tonight to go over the ground considering the social and psychological variables which I did in the book 'Marital Breakdown' (Dominian 1968).
It can be said without any danger of contradiction that to date no satisfactory framework of marital pathology exists. Research in the United States and in this country has highlighted certain social factors. Age at marriage is crucial. In a number of studies both in the United States and here (Glick 1962 , Rowntree 1964 brides marrying under the age of 20 show markedly increased vulnerability. Premarital pregnancy also increases the risk of marital breakdown (Christensen 1963) . The combination of youthful marriages, coupled with premarital pregnancy, is particularly fragile. Hasty unions are also risky propositions, as shown in a study as far back as 1938 in which Popenoe studied the outcome of 738 elopments with a happy outcome in only 48 %.
On the positive side sociologists have shown the advantages of homogamy, that is to say, that we tend to marry someone like ourselves in our intelligence, social class, background, religion, race and ethnic group, and when these barriers are crossed in mixed marriages of any sort then this increases the risk of instability. Mixed religious weddings have shown this (Monahan & Chancellor 1955) . The crossing of the socioeconomic, race and ethnic barriers is rare and so focus was then directed to the relationship between social class and marital breakdown. American studies have shown an inverse relationship between social class, education, income, i.e. the lower the level attained in these the higher the incidence of divorce (Glick & Norton 1971) . How do these social findings relate to psychological factors?
Psychological Factors
The most obvious connection is to see whether homogamy, that is to say, like marries like, which applies to social factors, applies to psychological factors as well. Here the obvious interpretation would be that if like marries like then stable personalities would marry equally stable ones, and unstable or neurotic personalities would also marry equally unstable ones, resulting in a higher degree of instability. Evidence for such a view has come from many sources but has also been challenged (Dominian 1972). The word 'neurotic' also presents problems for there are at least two broad meanings for it. One comes from behaviouristic psychology which stresses the constitutional make-up of the individual, hence the emphasis is on features such as genetically determined anxiety, mood and reactivity. Another equally broad meaning refers to conflict within the personality and in relationships arising principally from crucial experiences in childhood which reappear in future relationships such as marriage. Such an approach has been emphasized by the pioneer writer in this field at the Tavistock Clinic, Dr H V Dicks (1967) . I believe that all these approaches have validity but are conceived at a level which is far removed from the actual pattern seen in practice. Having seen some of these patterns in hundreds of couples, I have tentatively put forward a classification (Dominian 1972) which describes different patterns of severe marital pathology at different stages of marriage and in the remaining period I would like to describe this. I must emphasize this is a clinical interpretation which would certainly need systematic observation for further refinement.
First Phase to Age of30
If we describe marriage as a relationship between a man and a woman in which minimum physical, psychological and social needs must be realized for the relationship to survive, we can also see that the first five years or so are those in which the relationship is initiated. Now research evidence from more than one source has shown that these early years of marriage are a critical phase for marital stability (Monahan 1962 , Chester 1972 ). Chester, in his studies, shows that 40% of those ultimately divorced effectively ended their relationship in the first five years of marriage. Clearly successful identification of the factors which contribute to the casualties would assist in preventive work. In my clinical experience some recurrent patterns can be identified.
Sexualproblems:
(1) Non-consummation: This is a well-known pattern which involves a particular patterning.
Traditionally we thought of this as a failure of the husband. Now we know it involves often a collusive relationship of a shy, timid, nonassertive husband married to an equally shy, anxious woman who is afraid of intercourse and the sexual identity of womanhood that accompanies it. Much can be done for such a couple when reassurance, behaviour therapy and reeducation are combined.
(2) Male sexual difficulties: Sexual intercourse for the man should include sexual desire and the capacity to have and to sustain an erection long enough to penetrate the vagina and arouse the wife satisfactorily. Sufficient preparation in the form of love-making is essential but ultimately the erectile capacity of the man is crucial. Here undoubtedly will be found many complaints which range from total to intermittent impotence, premature ejaculation, to the rare non-ejaculation syndrome. All these patterns which are found often in highly anxious men contribute to severe dissatisfaction on the part ofthe wife.
(3) Sexual deviations: Despite the curiosity that surrounds the subject, the only group that contributes seriously to marital pathology is homosexuality. Homosexuality affects both sexes, but male homosexuality presents greater problems. Here a man who is a homosexual may marry to reassure himself he iwnot, in the belief that it will cure him, or for social reasons. After a short period and a few desultory sexual acts the relationship terminates.
(4) Frigidity: Frequently the failure to achieve sexual satisfaction on the part of the wife is due to male inadequacy of technique in love-making or capacity to sustain a sufficiently durable erection. In addition the wife is herself frequently a tense, anxious woman who is unable to relax. Progressive desensitization with behaviour therapy techniques can in some instances improve tremendously the quality of sexual intercourse.
(5) Postpuerperal depressign: Finally under this group of sexual disorders I would like to refer to one of the commonest problems of all. The literature on postpuerperal depression is extensive and I do not intend to discuss it here. Everyone knows that women experience so-called 'maternal blues' in the first three or four days after childbirth. The condition is extremely high and has been calculated as between 50% to 80% of all pregnancies (Pitt 1973 , Robin 1962 ). Most of these women recover, but not all. They join a smaller number of women found in one study to be about 10% who undergo a more complicated depressive illness (Pitt 1968 ). Between them these two categories leave a woman persistently fatigued, irritable, with marked mood swings, particularly towards depression, no interest in sex, and thus in many ways a changed personality. I have seen these conditions go back as long as ten years and they play utter havoc with marriage. In fact I would go so far as to say that if this single condition could be eliminated it would make a substantial difference to divorce statistics.
Psychological difficulties: I would like to group these under three headings:
(1) Mental illness: I would start with the easiest to define and the ones that contribute least in numbers. I refer to those who suffer from the serious mental illnesses such as schizophrenia, severe depression or neurotic illness like obsessional neurosis or anxiety state.
(2) Personality disorderpsychopathy: The next category of psychopathy is undoubtedly a mixed etiological group with constitutional and environmental factors playing a prominent part. Etiology apart, the manifestations are easy to recognize. Both sexes are affected but often it is the husband who is described as quick-tempered, verbally or physically aggressive, has low tolerance to frustration, insisting on having his way, never apologizes, must always be right, is intolerant of everyone else's shortcomings, with uninhibited criticism but over-reacting to any criticism that is returned. Such a person has a low ability to show affection or be appreciative of his wife and yet is often most demanding sexually. These characteristics may or may not be associated with excessive drinking, gambling, drug addiction or promiscuous behaviour. Similarly, these charac-teristics may or may not be associated with social isolation, the unwillingness to mix with others and a sustained aloofness and coldness towards the wife and children. All these characteristics feature prominently in claims of cruelty at divorce proceedings.
(3) Personality disordercrisis of identity: Another group of personality disorders arise from an entirely different source. On an average, men marry at the age of 24 and women at the age of 22:currently. By now they should have negotiated the identity crisis of adolescence described so clearly by Erikson (1968) . Basically a young person needs to have been able to detach entirely from parents, clarified their work role and sexual identity. Those who enter marriage to escape from an intolerable situation at home or who have not really emancipated themselves from their parents or simply drifted into marriage in order to find meaning in their life which they cannot find from their own resources, are hardly able to respond responsibly to their marriage. The high rate of breakdown of youthful marriages are certainly accounted for by these factors, reinforced by lack of social preparation. Furthermore, if the courtship was brief the couple may discover that in fact they share few, if any, common interests which bind them together.
SecondPhase -From Age 30-50
This second phase is the central core of maniage, during which children are born and grow up, ending with the period from the departure of the first to the last child. During this period the relationship which was initiated in the first place has now to be sustained. Marital breakdown appears abundantly in the first part of this phase.
What contributes to it?
Outcome of the first phase problems: Marriages terminating at this stage frequently do so as the problems which commenced in the first place continue and now become intolerable.
Pathology due to change: The principal pathological factor, however, is due to personality change, emotionally and socially.
(1) Emotional change: This change involves men and women but particularly the latter. Often such a woman has entered marriage uncertain of herself, willing to comply with her husband's wishes, directions and initiatives. Gradually she discovers her confidence and certainty. She wants to have her own circle of friends, undertake her own activities, drive her car, go to work, share major decisions with her husband about home, money, children. Most (2) Social change: The husband who climbs the ladder of social success may feel himself in a circle no longer making sense to his wife. The wife, who married for material security, finds that having got that she is utterly bored with a husband who is not interested in anything else except work. She longs for social stimulation and change and feels bored at home.
ThirdPhase -Departure ofChildren to Death This third and last phase which is an increment to the average expectation of life added in this century carries a small proportion of marital breakdown.
Remnants ofprevious two phases: The remnants of the difficulties of the previous two phases may ultimately express themselves now. To this may now be added the increasing problem of permanent impotence which is an increasing phenomenon of age.
Most frequent pattern: The marriage in which the couple really never had any close relationship at all but simply lived through their children. When these depart and have an independent life, no longer needing the parents, the emptiness of the relationship has no longer any escape mechanism.
In these patterns I have not referred to the deprivations of childhood which show as persistent lifelong paranoid sensitivities, jealousies, envies, lack of confidence and competitiveness, insecurities, aloofness, inability to show or to receive feelings, excessive hostility and other traits. Instead I have concentrated on common patterns of marital pathology which appear at various phases of the marriage cycle in the conviction that if they can be identified correctly, prevention work, which is difficult at all times, has a better prospect of success.
